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Summary Statement
What is known on the subject?
• There is emerging evidence highlighting the counter therapeutic impact of the use of restraint and promoting the minimization of this practice in mental health care.
• Mental health nurses are often the professional group using restraint and understanding factors influencing their decision-making becomes critical.
• To date, there are no other published papers that have undertaken a similar broad search to review this topic.
What this paper adds to existing knowledge?
• Eight emerging themes are identified as factors influencing mental health nurses decisions-making in the use of restraint.
• The themes are: 'safety for all', 'restraint as a necessary intervention', 'restraint as a last resort', 'role conflict', 'maintaining control', 'staff composition', 'knowledge and perception of patient behaviours', and 'psychological impact'.
• 'Last resort' appears to be the mantra of acceptable restraint use, although, to date, there are no studies that specifically consider what this concept actually is.
What are the implications for practice?
• These findings should be considered in the evaluation of the use of restraint in mental health settings and appropriate strategies placed to support shifting towards restraint minimization.
• As the concept of 'last resort' is mentioned in many policies and guidelines internationally with no published understanding of what this means, research should prioritize this as a critical next step in restraint minimization efforts.
INTRODUCTION
Control and containment measures, such as restraint, are often used as first line interventions within healthcare settings (Cowin et al., 2003; Foster et al., 2007; Kynoch et al., 2011) and frequently used in the treatment and management of disruptive and aggressive behaviours (Sailas & Fenton, 2012) . The term 'restraint', although lacking standardization in definition, has been most recently defined by Sailas and Fenton (2012) in a Cochrane systematic review on 'seclusion and restraint for people with serious mental illness' as: " [it] involves measures designed to confine a patient's bodily movements" (Sailas & Fenton, 2009, P.2) . The focus of this paper is on mechanical and manual restraint, whereby it involves the use of "straps, belts or other equipment to restrict movement" (Stewart et al., 2009, p. 2) or by "any occasion on which staff physically hold the patient, preventing movement, typically in order to prevent imminent harm to others or self, or to give treatment, or to initiate other methods of containment" (Bowers et al., 2012, p. 31; CIHI, 2011) . The term 'restraint' in this paper will refer to mechanical and manual restraint.
Background
While restraint as an institutional method of control, may be perceived as warranted at times, there is growing literature indicating the potential countertherapeutic (non-beneficial) effects of this practice (Borckardt et al., 2011) . As a result, in more recent years, there has been a mandate through various legislations, guidelines and papers in countries, such as Canada, USA and UK, for organizations to shift towards the minimization of restraint, whereby its use is only as a 'last resort' Registered Nurses Association of Ontario, 2012; Riahi et al., 2014; Royal College of Nursing, 2008) . This movement supports health care organizations in placing greater emphasis and investment on proactive, preventative approaches, such as sensory modulation, staff mix review and training and education, in the prevention and management of violence and aggression.
A Cochrane review in 2009 was undertaken to assess the effectiveness of the use of restraint and seclusion compared to alternatives, such as educational and behavioural strategies, policy changes, and medication, for those with serious mental illnesses. The review concluded that "no controlled studies exist that evaluate the value of seclusion or restraint in those with serious mental illness" (Sailas & Fenton, 2009, p.2) . Other reviews report similar findings (Muralidharan & Fenton, 2012; Nelstrop et al., 2006; Sailas & Fenton, 2012) . Furthermore, evidence has linked the use of restraint to a number of adverse outcomes, such as further exacerbation of aggression, injury to staff or patients, increased organizational costs, re-traumatization, and rupture of the therapeutic alliances amongst staff and patients (Ashcraft & Anthony, 2008; Bonner et al., 2002; Fisher, 2003; Foster et al., 2007; Mildred, 2002; Moran et al., 2009; Sequeira & Halstead, 2004) . Some of the physical injuries identified in studies include coma, abrasions, bruises, and fractured bones, as well as, deaths due to asphyxiation, cardiac arrest, strangulation, drug overdose or interaction, blunt trauma, choking and neglect secondary to the use of restraint and seclusion (Mildred, 2002) . Sailas and Fenton (2009) argue that continuing the use of restraint must be questioned from within well-designed and reported randomized trials that are generalizable to routine practice (Duxbury, 2015) .
Studies exploring the use of restraint have identified that the most common circumstances where restraint is utilised are in response to violent patient behaviour, abscondment, staff denial of a request, patient agitation, refusal of medication, self-harm, verbal aggression and property damage (Bowers et al., 2012; Gudjonsson et al., 2004; Ryan & Bowers, 2006; Southcott & Howard, 2007) . Other qualitative studies illustrate that nurses view restraint as a necessary intervention which is distressing, and view the organizational culture, staff experience and composition, conflict, ethical considerations, and patient characteristics as contributing factors (Bigwood & Crowe, 2008; Bowers et al., 2012; Happell & Harrow, 2010; Sequeira & Halstead, 2004) .
Though there is a paucity of literature that explores patients' perspectives and experiences in the use of restraint, those that do exist reveal that patients do not view this practice as needed or effective (Riahi et al., 2014) . Soininen et al. (2013) for example, explored patients' perceptions of their hospital treatment following seclusion or restraint and found that patients were unsatisfied with their overall treatment, felt that seclusion and restraint were 'hardly' necessary, and that perceptions varied by age. The older the patient, the less they perceived seclusion and restraint to be necessary. Patients' believed that their opinions were not included in treatment planning and patients' perceptions did not differ when they were mechanically restrained or secluded (Soininen et al., 2013) . The Psychiatric Patient Advocate Office (PPAO) reviewed seclusion and restraint practices in Ontario (Canada) psychiatric hospitals and found that more than 50% of the patients considered that they had not posed a threat to themselves or others at the time they were restrained or secluded (Riahi et al., 2014) . Additionally, once in seclusion or restraint, almost 50% said they did not know what was required of them in order to be released (PPAO, 2000) . Other studies indicate that when patients are restrained this can lead to feelings of anger, fear, panic, and a sense of feeling dismissed (Bonner et al., 2002; Bowers et al., 2012; Sequeira & Halstead, 2004 ).
The term 'last resort' is cited in policy and research to promote the use of restraint only when all other less intrusive alternatives have been exhausted and deemed ineffective (Bonner et al., 2002; Moran et al., 2009 ). However, Deveau and McDonnell (2009) argue that the "reliance upon the 'last resort' principle has the major drawback that it is an easily voiced rhetorical device and very difficult to observe or challenge" (p.175). There is growing evidence internationally indicating that the use of restraint is counter-therapeutic, coercive, punishing, traumatic and unnecessary (Curran, 2007; Soininen et al., 2013) . Restraint is also considered to be over-used under false assumptions that it is an effective means to manage violence and aggression and can protect and assure the safety of patients and staff (Cutcliffe & Santos, 2012) . As mental health nurses are generally the ones who implement restraint in mental health settings, further research to explore how 'last resort' is enacted within their practice is therefore warranted.
The original aim of this integrative review was to explore mental health nurses' decision-making processes that influence when and how mechanical and manual restraint should be used as a 'last resort'. As an initial scoping review was unable to locate any primary research that explicitly focused on this phenomenon, a more inclusive approach to explore factors that influenced nurses' decision-making in the use of restraint was adopted. It was considered that these in-depth insights would help to illuminate the range of situational, environmental and personal factors that impact on decision-making and would help inform future research on the concept of restraint as a 'last resort' within practice.
Aim
To explore what influences mental health nurses' decision-making in the use of mechanical and manual restraint.
Method
An integrative review of the literature was undertaken, using Cooper's (1989) framework. This narrative descriptive method enables the inclusion of diverse methodologies allowing for a greater depth and breadth of the research topic. Integrative review summarizes previous empirical or theoretical literature to provide greater insight in understanding a specific phenomenon (Whittemore & Knafl, 2005) . Additionally, "well-done integrative reviews present the state of science, contribute to theory development, and have direct applicability to practice and policy" (Whittemore & Knafl, 2005, p. 546 ). Cooper's framework includes five stages: 1) problem identification stage; 2) literature search stage; 3) data evaluation; 4) data analysis stage; and 5) presentation (Whittemore & Knafl, 2005) .
Problem Identification Stage
Currently there is a gap in the body of literature related to the various factors influencing mental health nurses decisions in using restraint as a 'last resort'. In addition, there is very limited published literature that explores mental health nurses' overall decision-making related to restraint use (Goethals et al., 2012; Laiho et al., 2013) . A greater in-depth understanding of the factors influencing decisionmaking may aid in undertaking future research to explore 'last resort', to enhance knowledge and influence overall strategies at both the clinician and organizational levels, as well as help to advance restraint minimization.
Literature Search Stage
The databases searched were Medline, Cochrane, CINAHL (Ebsco), Psychinfo, and EMBASE. The PICO (population/intervention/context/outcome) format was used to translate the research question into an effective search strategy. The key terms searched are included in Table 1 . The inclusion and exclusion criteria for identified literature in the review are detailed in Table 2 . Studies published up to March 2014 were included in this review. Due to the paucity of literature it was decided among the authors that studies which explicitly included manual and or mechanical and seclusion as interventions would be included in this review. As per the exclusion criteria, studies that only explored seclusion were not included. The rationale for this was to ensure inclusivity of the limited yet important studies exploring restraint use among mental health nurses. Restraint and seclusion have commonly been included in a number of key studies and to exclude them would be a mistake. For example, experts in the field who have developed approaches such as the Six Core Strategies in the minimization of restraint use have tackled restraint and seclusion together (Huckshorn, 2004; LeBel et al., 2014; .
In addition to the database searches, Bates's (1989) 'berry-picking' approach was adopted. This approach was used in the initial steps of scoping the research question and defining the concepts of 'last resort' and 'restraint', as well as, during the data evaluation stage. The berry-picking strategies included in this review were: 1) footnote chasing; 2) citation searching; 3) journal run; 4) area scanning; 5) subject searches in bibliographies and abstracting and indexing; and 6) author searching (Bates, 1989) . A total of 22 articles in addition to the database search were identified and reviewed as a result of these approaches.
Data Evaluation
The next step in Cooper's (1989) integrative review framework is data evaluation. The Critical Appraisal Skills Program (CASP) tools were utilized to appraise the articles Modifications were made to the CASP tools to appraise quantitative and mixed method studies as these broad categories are not available in the existing CASP suite. Each article was reviewed and appraised by two reviewers and graded using the system described in Table 3 (Walsh & Downe, 2006) . Key domains appraised included: appropriate research design, sampling, data collection, reflexivity, ethics, data analysis, findings, and value of research as per the CASP criteria. The grading was then compared for significant discrepancies, of which there were none. Due to the small sample size of articles, only those receiving a grade D, indicating significant flaws in the study likely to affect its validity, reliability and generalizability, were removed (i.e. lack of methodological detail). The decision to reject papers was also made if they did not add to the body of knowledge relative to the findings from others deemed to be of high methodological quality. This led to three studies being removed, leaving 16 articles as the final number to be included in the integrative review.
Data Analysis
One of the least developed aspects of the integrative review process is the strategy for data analysis. A constant comparison method is a recommended method, which is an overarching approach in the development of the results in this integrative review (Whittemore & Knafl, 2005) . This method was deployed and involved the analysis of studies where the data were extracted into systematic categories, identifying distinct patterns, themes and relationships within and across the studies. Overall, eight key themes were identified in relation to factors influencing mental health nurses' decision-making in the use of restraint.
The flow diagram in Figure 1 summarizes the literature search, data evaluation and analysis stages. Table 4 provides a summary of the studies and the key themes identified within each individual paper.
RESULTS
The results represent the findings from the 'data analysis' and 'presentation' (Bowers et al., 2012, p. 31) and manual restraint compared to other factors (n=1). The articles were published in the United Kingdom (n=5), United States (n=5), Finland (n=1), New Zealand (n=1), Canada (n=1), Ireland (n=1), Greece (n=1) and Israel (n=1).
Overall, eight themes were identified. While an array of factors have been identified to influence mental health nurses' decision-making in the use of restraint, it is also important to identify their inter-relational nature. For example, the themes of 'safety for all' and 'restraint as a necessary intervention' are significantly interrelated. Nurses perceived restraint as a necessary intervention primarily to maintain safety for both patients and staff. Similarly, maintaining control of the situation was highly influenced by safety for all, which again was associated with viewing restraint as a necessary intervention. The eight emergent themes are 'safety for all', 'restraint as a necessary intervention', 'restraint as a last resort', 'role conflict', 'maintaining control', 'staff composition', 'nurses' knowledge and perception of the patient', and 'psychological impact'. A visual representation of the data has been developed to display findings in Figure 2 .
Safety for All
The concept of safety was a prominent theme to emerge (Bigwood & Crowe, 2008; Lemonidou et al., 2002; Terpstra, 2001) . Terpstra et al. (2001) for example, in exploring staff's attitudes and opinions of seclusion and restraint, found that 40% of respondents felt restraint was a more effective approach in helping a patient 'calm down'. Their reason for choosing this method was that 'restraint reduced physical injury to all involved' (Terpstra, 2001 ). Additionally, this study reported that one of the most frequent reasons that nurses used restraint was due to a perception that greater safety was achieved both for staff and other patients (Terpstra, 2001) .
Similarly, Lemonidou et al. (2002) when exploring nurses' attitudes towards seclusion and restraint reported that 70.5% of the nurses used restraint most often for the safety of patients and others. Nurses in one study reported feeling scared at a personal level because of the risk of actual harm, where the fear of this impending danger activated some 'self-preservative' responses (Bigwood & Crowe, 2008) .
Restraint as a Necessary Intervention
While very closely related to the theme of 'safety' a further key issue highlighted nurses' perceptions of restraint as a necessary intervention. In a number of studies this was inherently linked to nurses' professional responsibility and accountability to provide a safe environment for all concerned (Bigwood & Crowe, 2008; McCain & Kornegay, 2005; Perkins et al., 2012) . Similarly, Bigwood and Crowe (2008) reported restraint to be 'part of the job' to prevent harm or injury to patients or others and considered this to be "an integral, essential, and unavoidable part of acute mental health nursing practice" (Bigwood & Crowe, 2008, p. 218) . Similarly, in exploring the attitudes of staff towards restraint and factors influencing decision-making, Perkins et al. (2012) (Perkins et al., 2012, p. 46) .
Restraint as a Last Resort
While there is some evidence reporting nurses' views for restraint to be a necessary intervention, studies also identified how nurses were strongly committed to use restraint only as a last resort and displayed dislike in its use (Bonner et al., 2002; Holzworth & Wills, 1999; Lindsey, 2009) . Similarly, within a number of studies nurses expressed adopting a least restrictive approach where other alternatives such as, creating a calmer environment, therapeutic communication with the patient and administration of medications, were attempted prior to the use of restraint (Holzworth & Wills, 1999; Lindsey, 2009; Marangos-Frost & Wells, 2000; McCain & Kornegay, 2005; Moran et al., 2009 ).
Role Conflict
An emerging theme in the literature was the interface between ethics and safety. Several studies illustrated how nurses experienced a conflict in their role, while endeavouring to preserve safety, and feeling the need to participate in an intervention that they disliked while attempting to use restraint as a last resort. Bigwood and Crowe (2008) and Marangos-Frost and Wells (2000) frame this as the 'conflicted nurse' where ethical and safety values need to be balanced. Kontio et al. (2010) identified nurses' decision-making about restraint application as an ethical dilemma, in terms of nurses' needing to consider patients versus others' best interests. Similarly, Bonner et al. (2002) explored the lived subjective experience of restraint from nurses where 'ethical issues' were an emerging theme. Moylan and Cullinan (2011) reported nurses' beliefs that aggressive behaviours by patients were an expected part of the mental health nurses' role and that nurses felt pressure to avoid restraint use.
Maintaining Control
Nurses being in control and taking control of the situation was another common theme. Perkins et al. (2012) Bigwood and Crowe (2008) found that nurses upheld an expectation that maintaining control was integral to the job, with some considering this practice to be therapeutic: 
"I view restraint as a necessary therapeutic tool. Yes it is unavoidable in certain circumstances. Definitely it is a therapeutic intervention that is necessary at that point of time of crisis

Nurses' Knowledge and Perception of the Patient
Familiarity with the patient, in terms of knowing their behavioural patterns and triggers as well as knowledge of patient's past behaviour seemed to help inform nurses' expectations of an individual's behaviour and essentially influence their decision-making to restrain (Perkins et al., 2012) . Lindsey (2009) for example, found nurses' perceptions of the patient's familiarity with the unit rules and norms influenced their decision to restrain. Nurses were therefore less inclined to use restraint if the patient was 'new' to the unit and unfamiliar with the rules. Factors contributing to nurses' knowledge and perception of the patients which influenced whether restraint methods were applied included: injury, danger or harm to self or others (Gelkopf et al., 2009; Holzworth & Wills, 1999; Lee et al., 2003; Lindsey, 2009; Terpstra, 2001) , agitation, destruction of property (Holzworth & Wills, 1999; Lee et al., 2003) , stress, anger, aggressiveness (Lemonidou et al., 2002) , age, and diagnosis (Lindsey, 2009) . These factors were viewed as information for the nurses about the patient, which influenced nurses' perception of the patient and inadvertently shaped decision-making related to restraint use.
Staff Composition
Staff composition was another emerging theme. In Terpstra et al.'s study (2001) for example, 51% (n=33) of the nurse participants specified that staff mix on their ward swayed their decision-making related to restraining a patient. The study did not define the term staff mix, although commonly staff mix refers to the blend of various categories of health-care personnel employed for providing direct patient care (McGillis Hall, 2005) . This study also reported that 48% (n=31) of respondents considered that the number of staff present was influential in their decision to restrain, whereby a fewer number of staff contributed to a sense of fear in approaching difficult patient-related situations and further influenced the likelihood to use restraint (Terpstra, 2001) . Evening shifts were reported to increase the frequency of restraint use by 51% in one study (Lemonidou et al., 2002) .
Lemonidou et al. also found that 'staffing' was the most important environmental factor (56.3%) impacting nurses' decision-making in the use of restraint. Similar results were reported by Lee et al. (2003) who identified understaffing, regular use of agency staff, and inexperienced staff in the management of violence as important organizational factors impacting upon decision-making. Interestingly, Bowers et al. (2012) reported the 'better' and 'more richly-staffed' the wards were, the higher the use of coercive measures, including restraint, were used.
There are some inconsistencies within the literature regarding the impact of professional experience and the decision to restrain by mental health nurses. Lindsey (2009) reported nurses with greater experience in both nursing and psychiatric nursing were more likely to use restraint as their initial intervention.
Similarly, another study reported a positive correlation among the length of time nurses worked on a unit and the mean number of restraint episodes they were involved in (Terpstra, 2001 ). However, Holzworth and Wills (1999) found the most restrictive type of interventions were made by nurses with the least amount of experience professionally. They made nearly three times as many recommendations in comparison to those with greater professional experience. Similarly, one study reported that 49.5% of nurses considered that the most important environmental factor to influence the use of restraint was inexperienced nursing staff (Gelkopf et al., 2009 ).
Gender was another staff composition factor identified in the literature. 
Psychological Impact
The studies included did not directly address the psychological effects of the aftermath of restraint use on future decision-making. However, the psychological impact of the after-effects of restraint use among nurses was a key theme in a number of the selected studies (Bonner et al., 2002; Moran et al., 2009; Sequeira & Halstead, 2004) . 'Re-traumatization' of violent incidents for example was reported by nurses in Bonner et al.'s (2002) study, where one nurse stated, "even smaller incidents like this can trigger thoughts of previous incidents" (p. 471). One study reported that nurses who had a history of being injured in the past would influence their decision to restrain a patient at a later time in the progression of aggression (Moylan & Cullinan, 2011) . Sequeira and Halstead (2004) reviewed the psychological responses of nurses to restraint and reported a number of findings.
Anxiety was the most prevalent emotion nurses experienced when using restraint, with a noted reduction in anxiety when restraint usage was familiar to the nurse (Sequeira & Halstead, 2004) .
DISCUSSION
Overall, the emerging themes from this review suggest a paradoxical situation for mental health nurses, where they use restraint to maintain safety for all (Bigwood & Crowe, 2008; Lemonidou et al., 2002; Terpstra, 2001) , with safety viewed as an integral part of their role (Bigwood & Crowe, 2008; McCain & Kornegay, 2005; Perkins et al., 2012) , despite the fact that there is existing evidence that demonstrates that restraint poses safety risks for both patients and staff (Ashcraft & Anthony, 2008; Fish & Culshaw, 2005; Foster et al., 2007; Mildred, 2002; Sequeira & Halstead, 2004; Soininen et al., 2013; Strout, 2010) .
A literature review to explore nurses' decision-making in the use of restraint in mental health settings was undertaken by Laiho and colleagues (2013) . Key findings identified a number of domains, which impact on nurses' decision-making in the use of restraint: 'patient-related cues', 'personnel-related cues', 'previous experience of the use of seclusion or restraint', and 'organizational-related cues' (Laiho et al, 2013) . While the current study confirms the findings from this previous review, two additional, previously unreported issues emerged in relation to 'restraint as a last resort' and 'staff composition'. Additionally, the current study undertook a broader search with the use of PICO search strategy.
The staff composition theme highlights inconsistences in terms of how staffing numbers (high or low) and level of experience (inexperienced or well experienced) can influence restraint use, as well as how restraint use is influenced by gender issues and the presence of security personnel. These findings therefore emphasise the need for further consideration of staff related factors in a mental health environment.
The concept of 'last resort' is mentioned in many policies and guidelines A key strength of an integrative review is the combination of diverse methodologies, which provides an opportunity for an in-depth review of the evidence, providing a depth and breadth of the evidence without over-emphasizing and over-valuing hierarchies of evidence. However, this may also be viewed as a limitation as the combining of diverse methodologies may be argued to contribute to a lack of rigor, inaccuracies and bias. While only published research studies were included, a broad and inclusive search strategy was adopted to ensure that all key studies were included. All the authors also undertook the analysis and identification of themes until consensual validation had been obtained. A further strength of the review is the similarities of findings with other reviews, demonstrating a robust The topic of restraint use in mental health is controversial. There are some who question whether restraint could ever be therapeutic (Huckshorn, 2004; Paterson & Duxbury, 2007) , while others believe restraint is necessary, but only in extreme situations (Fisher, 1994; Mohr et al., 1998) . In addition, while research from clinicians' perspectives report how restraint maintains safety (Bigwood & Crowe, 2008; Lemonidou et al., 2002; Stubbs et al., 2009; Terpstra, 2001) , there is evidence that reductions in restraint can increase safety for staff (Goetz, 2012; LeBel et al., 2014; Lebel & Goldstein, 2005) . As restraint use has negative physical and psychological consequences (Fish & Culshaw, 2005; Sequeira & Halstead, 2004; Soininen et al., 2013; Strout, 2010) , there is a need to further understand the intricacies involved in decision-making to use restraint as a 'last resort' in mental health settings.
IMPLICATIONS FOR PRACTICE
Mental health nurses' decision-making is influenced by interrelated issues of ethical and safety responsibilities, as well as, interpersonal and staff related factors.
Although nurses reported restraint as a necessary intervention, they also reported their dislike of this intervention and at times viewed it as a last resort, leaving them conflicted in their role. Additionally, it draws attention to the importance of understanding and taking into consideration these situational, environmental and personnel related factors that influence restraint use by hospital leaders in shifting towards restraint minimization practices.
'Last resort' appears to be the mantra of acceptable restraint use. However to date, there are no studies that specifically consider what this concept actually is.
Further studies are needed to understand how 'last resort' is experienced and actualized by mental health nurses in restraint use. This would enable greater understanding of how restraint minimisation can be achieved and the supports required for mental health nurses. 
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